
time she not only took long walks, but did a good
deal of mountain climbing, without any unfavorable
effect. She is forty-eight years old, and has had a

large tumor for many years, with, at times, profuse
haemorrhage, which has not yet wholly ceased.
As to the treatment of the anaemia and debility,

which are the results of the long continued loss of
blood, I have nothing to say which would justify me
for trespassing any longer upon your attention.The surgical treatment of uterine fibroid has until
lately been rarely attempted, on account of the large
mortality which attended it ; but the great improve-
ments in abdominal surgery which have accompanied
the adoption of antiseptic methods, justify the hope
that many cases of this disease in which life, even if
not in actual danger, is an almost intolerable burden,
may be permanently relieved by such means.

THE NON-SURGICAL TREATMENT OF CHRONIC
PELVIC INFLAMMATIONS AND THEIR SE-
QUEL\l=AE\.1

BY F. H. DAVENPORT, M.D.

Some of the most perplexing problems in gynaecol-
ogy are the common ones which meet us in the course
of our every-day practice. There are, of course, the
grave cases where the physician is called upon to
decide the question of an operation involving life and
death, but these, fortunately, are rare. On the other
hand, the majority of the cases we are called upon to
treat are of such a nature that thé appropriate methods
of treatment suggest themselves, and the consensus of
medical opinion, justified and backed up by experience,
approves the choice. The rétroversion is rectified,
and the displaced organ held comfortably in its normal
position by a pessary. The lacerated cervix, causing
a long train of local and general symptoms, is sutured,
and the troublesome symptoms gradually disappear.
The rupture of the perineum which has destroyed the
integrity of the pelvic floor is repaired, with gratify-
ing result. A uterine polypus is snipped off, and a

troublesome, perhaps dangerous, haemorrhage is in-
stantly checked.
These are familiar examples of that class of cases

where the trouble instantly suggests the appropriate
measures for its relief. They are the most satisfactory
to the physician and the patient as well.
Between these two sets of cases occur in moderate

frequency those where there is no well-recognized line
of treatment, and where the consultant is obliged to
choose, out of a large variety of therapeutic measures,
that which seems best adapted to the case, with the
hope that it may afford some measure of relief.
These rather trite general considerations have been

suggested to my mind by my experience in the last few
years in the treatment of the secondary results of
chronic pelvic inflammations. Not that I feel that I
can claim any new or royal road to success in such un-
promising cases, but with enlarged opportunity and ex-
perience one unconsciously weeds out what seems
superfluous, and in following large numbers of cases
for a length of time, can estimate final results with a

more unprejudiced mind. It is also with a hope of
learning from other men what they have found of
value in such cases that I have ventured to discuss this
rainer threadbare subject.
1 Read before the Obstetrical Society of Boston, February 10, 1894.

And, first, I would like to define as clearly as I may
what I mean by chronic pelvic inflammations and their
sequelae.
Pathologically, we can in general say that the start-

ing-point is some more or less extensive localized pelvic
peritonitis. As a consequence of this, we have adhesions
between the layers of the peritoneum investing the
pelvic viscera, resulting in displacements and thicken-
ings. These processes may be so extensive that the
whole pelvis is affected, or they may be confined to
one side, or to a single limited area of one side. Thus
the uterus, ovaries, tubes and anterior wall of the rec-
tum may be so matted together that they form one

mass, in which the various organs are indistinguishable
by bimauual examination, or there may be present but
a single thickened point to mark the presence of a
former inflammation. These are the cases which ten
and fifteen years ago were all classed under the head
of pelvic cellulitis. We now recognize that they are
the effects of a localized pelvic peritonitis, the cause of
which may be obscure, but which in the majority of
cases is the result of the extension of some inflamma-
tory process from the uterus through the tubes to the
peritoneum. Gonorrhoeal abortions, septic processes,
the result of meddlesome or uncleanly treatment, or
trauma, are the most common sources of such affec-
tions. While adhesions are the most evident results of
the peritonitis, yet the uterine, tubal and ovarian con-
ditions which precede or accompany the peritonitis go
to make up the complete pathological picture, and may
be considered as part of the disease to be treated. It
is the general condition of the whole pelvic organs,
the congested uterus, the catarrhally-affected tube, the
adherent, prolapsed ovary, and the thickened, glued-
together layers of the peritoneum, which I consider
under the title of chronic pelvic inflammations and their
sequelae.
As a rule, these women come to us only when their

symptoms have existed so long and have become so
burdensome that relief is imperative. I need not go
into a detailed account of the symptoms complained of.
They are those common to the majority of pelvic
lesions, and there is nothing pathognomic among them.
Even a history of any acute attack is often wanting.
In a general way they are : pain of all varieties and
degrees of intensity, menstrual disturbances, leucor-
rhcea and reflex functional disorders. To attempt to
describe them in detail would be to give a list of
almost all the possible ills that " flesh is heir to."
On examination, what do we find? Very often

there is so much sensitiveness that our examination is
very unsatisfactory. We may find, and perhaps this
is as common a condition as any, a congested, sensitive
uterus in a position of rétroversion or flexion, partially
fixed or quite immovable, and very probably the seat
of a catarrhal eudocervicitis. In the neighborhood,
either at the sides or behind, are sensitive swellings.
What these are it is usually impossible to say at our
first examination, for the extreme sensitiveness pre-
cludes all possibility of making any differential diag-
nosis.
Such is the clinical aspects of these cases, and such

the auatomical condition as far as our examination
can reveal it. I purposely in this paper exclude pyo-
salpinx, believing that for that condition palliative
measures rarely are sufficient, and that the line of
treatment to be outlined later has in it an element of
danger.
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Suppose such a patient presents herself for treat-
ment, and on examination we find the complex condi-
tions which I have described. All that we can say
certainly is that the uterus is displaced backwards and
bound down, and that in the immediate neighborhood
there are sensitive swellings. In the absence of direct
evidence that we have pus tubes or ovarian or par-
ovarian tumors to deal with, 1 claim that our progno-
sis, though guarded, should not be discouraging, and
that our treatment should be conservative.
As the main obstacle to a more accurate diagnosis

is the sensitiveness, our first efforts should be towards
overcoming this. No agent has proved half so effica-
cious in my hands towards this end than glycerine.
The hot-water douche cannot begin to compare with it
in efficacy, first, because the principle on which it acts
is not the correct one, and second, because its effect is
not so lasting. The douche, by contracting the blood-
vessels, drives the blood out of the parts, to be sure,
but probably acts only on the surface and a short dis-
tance below it, and fails to reach the deeper tissues.
Glycerine, from its affinity for water, draws from the
blood-vessels the serum, and thus, by directly unload-
ing those in the immediate vicinity, promotes a more

regular and natural circulation in the part. To ac-

complish this end, however, a large amount of glycerine
must be used, and in such a way as to be easily borne.
For this purpose I use a prepared wool, which has the
great advantage over cotton that it is very elastic, does
not mat, and will hold a large amount of glycerine in
its meshes. This I roll up into such a sized tampon
as will suit the case, tie a string about it, and thoroughly
soak it in glycerine. Such a tampon will need half an
ounce to do thoroughly good work. I place this in the
vault of the vagina, and direct the patient to wear it
for forty-eight hours if it is comfortably borne. If
it becomes uncomfortable, she may remove it and take
a douche.
A tampon of this size will usually cause enough

watery discharge to necessitate the use of from four to
six napkins in the first two days. The discharge then
usually stops, and the tampon ceases to be of use ex-
cept as a moderate support. The fact that it is of
some value as a support is a second respect in which
it is of more advantage than the hot-water douche.The third day I repeat it, and each third or fourth
day until the sensitiveness is diminished enough to
admit of the second step in the treatment.
Painting the vault of the vagina with Churchill's

iodine is of considerable value as a secondary meaus
of relieving pain and congestion. I have, however,
found ichthyol much more effective as an analgesiac,
and it can be very conveniently combined with the
glycerine treatment. A small wool tampon soaked
with a mixture of ichthyol and glycerine, one part to
eight, is first placed against the cervix, and the larger
tampon inserted after it. I cannot say that I have ob-
served the melting away of inflammatory products
under the use of ichthyol which have been reported by
some writers, but its effect on pain has been very
marked.
The second indication for treatment is to restore the

mobility of the uterus, and to stretch or break up the
adhesions. This can only be attempted after the sen-
sitiveness has been materially lessened. The method
may be conveniently described as consisting of two
steps : first, putting the adhesions on the stretch, and
second, keeping them so. In the first place, I would

warn against the use of the sound or any repositor to
replace the uterus. Such an instrument used for such
a purpose is uncertain and dangerous. There is no
better or safer repositor than the finger. In order to
bring the adhesions on the stretch, the anterior lip of
the uterus is seized with the double tenaculum and
moderate traction made on it, while one or two fingers
of the left hand, inserted into the posterior cul-de-sac,
gently lift the uterus and carry it forward. In this
way the adhesions can usually be felt or the inflamma-
tory swellings palpated. A very effective massage
may now be practised, of short duration, but with
gradually increasing force, gently putting the tight
bands on the stretch, or rubbing the hard masses with
the tips of the fiugers. I lay great stress in the treat-
ment of these conditions on this lifting and massage of
the uterus, and the inflammatory products in its imme-
diate neighborhood. I am confident that I can get
good results in much less time than I could formerly
by packing alone.
When the uterus has been raised as much as is safe,

the vagina is then thoroughly packed, just as firmly as
the patient can bear, and the tampon left three, or at
the most, four days. I usually pack a secoud time
before repeating the lifting and massage, as it is apt
to cause sensitiveness if it is repeated at too short in-
tervals.
There will come a time in the treatment of some of

these cases when further attempts at restoring the
uterus to its normal position seem useless. The adhe-
sions are too firm to be separated, and though there is
some improvement, yet the pelvic conditions are not
yet normal. Sometimes the uterus is still retroverted
and the inflammatory thickenings still prominent. To
suspend treatment here is to lose all we have gained,
and the most satisfactory way to prevent a return to
the former condition is the use of a pessary.
Two or three years ago my attention was called to

an article in the American Journal of Obstetrics for
1891, by Dr. Sarah E. Post, on the use of the inflated
ring-pessaries, and as their principle seemed to me to
be a good one for the class of cases which 1 am now

describing, I determined to adopt it. I came to the
conclusion, however, after a short trial, that the solid
elastic rings of large calibre, did better than the in-
flated pessaries, aa giving more efficient support, and
not causing trouble by gradually collapsing. These
rings come of several sizes. There are two varieties,
the solid rubber ones, and those composed of a spiral
spring covered with rubber. The former are very
much to be preferred, as after having been used
a while the latter become wrinkled, and are apt to
cause irritation.
I have found this pessary of great value in these cases.

In the first place, it supports and elevates the uterus.
This it does without causing as much pressure on any
particular part of the vaginal vault as do the pessariesconstructed on the Hodge model, which are very apt
to press on just the most sensitive points; nor does it
push the uterus up quite so high as the others, which
in an adherent uterus is an advantage. It also relieves
pain by immobilizing the organ to a certain extent,
and yet allowing more freedom of motion than a

Hodge. It encircles the cervix with a firm, elastic
pressure, and while yielding perfectly to the natural
movements of the uterus, it prevents any sudden jar
from dislocating the organ too much. A second factor
in relieving the pain has to do with the circulation of
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the uterus. The even pressure around the cervix and .

upwards must to a certain extent equalize and regulate
the blood-supply, and so favor the relief of the conges-
tion. This will iu turn diminish the sensitiveness of
the nerves.
Not the least beneficial effect of this pessary is seen

in the changes which gradually take place in the pelvic
tissues themselves. Wearing it has resulted in, to a

degree, restoring the mobility of the uterus, improving
its position by thinning and stretching bauds of adhe-
sions, rendering sensitive swellings smaller and less
sensitive, and reducing the size of the womb itself.
This result had followed too often to be a chance coin-
cidence, and I now confidently expect these results to a

greater or less degree in all suitable cases. Examina-
tion from month to month will show a gradual im-
provement in the condition of the pelvic organs, which
goes hand-in-hand with such an amelioration of the
patients' general health that they call themselves prac-
tically well.
This résumé of my method of procedure in this class

of cases, the wool-glycerine tampon, ichthyol, massage
and packing, and finally, the cushion-pessary, does not,
I confess, compare in brilliancy with the well-known
surgical procedures which are advocated for this type
of gynaecological cases, but I claim, first, that where
doubt exists as to the true condition of the pelvic
organs, this method clears up the diagnosis, and iu a

majority of cases, and I speak advisedly, renders an

operation unnecessary ; and second, that the results
obtained are sufficiently gratifying to render the prog-
nosis less grave than is often supposed.
By way of illustration, I propose to give briefly the

histories of a few cases in which this line of treatment
has been carried out either in part or wholly.
Case I. Mrs. B., thirty-five years old, was brought

to me iu December, 1891, by her physician, who had
treated her for an obstinate retroflexion for a long
time. She had had one child six years ago. Her
principal complaints were great pain and soreness in
the lower abdomen and back, especially the coccyx,
dysmenorrhcea, irritable stomach, severe headaches
and inability to take much exercise. Her physician
had tried to relieve her symptoms, and to replace the
uterus by applications and tampons, but without suc-
cess. I found a heavy, retroflexed uterus only mod-
erately movable, a slightly-lacerated cervix and a sun-
dered perineum. Behind the uterus were several round
bodies, about the size of a filbert, which were exqui-
sitely sensitive to the touch, and which I took to be
swollen glands. Any attempt to raise the uterus bi-
manually was accompanied by so much paiu from
pressure on these bodies that it had to be abandoned.
So, too, the wearing of a rétroversion or flexion pes-
sary was impossible.
After a little preliminary packing I adjusted a

cushion-pessary, which gave her more relief than any-
thing else. She has now worn that for about six
months, and lately has been able to take care of it her-
self. The last time I saw her there was a most
marked improvement in the condition of the pelvic
organs. The uterus was much more movable, and
could be raised nearly "to its normal position, the sen-
sitive bodies behind in Douglas's cul-de-sac had nearly
disappeared, and she is now ready to have the cervix
and perineum repaired.
Case II. Mrs. B., twenty-seven years old, con-

sulted me in July, 1891, for menorrhagia and dysmen-

orrhœa. Six years previous to my seeing her she had
jumped from the box of a stage-coach to the ground,
which was followed by an attack of pelvic peritonitis
which confined her to bed for six weeks. After her
recovery from the acute attack she suffered from
severe pain at her monthly periods and profuse haemor-
rhages. Her general health, especially as regards her
nervous strength, had begun to suffer. She had never
had any local treatment. Examination showed a

firmly adherent, retroverted uterus, cul-de-sac partly
obliterated by thickened tissue, and yielding very little
to pressure by the finger. As she expected to be mar-
ried in amouth or two, no treatment was begun for about
six months. Then tampons, packing and iodine were
used for some time, and a Meigs ring was finally in-
serted. The improvement was most marked, both as

regards her symptoms and the condition of the pelvic
organs. The uterus, while still in the first degree of
rétroversion, was smaller and the adhesions less firm,
allowing considerable mobility. Two years after mar-
riage she miscarried at two months. A second preg-
nancy has resulted happily in the birth of a child last
December.
Case III. Miss C. first consulted me in 1888.

Was twenty-one years old. Had a fall when eleven
years old, since which time has suffered from a lame
back, pain in back and right groin, headaches, delayed
menstruation, usually five weeks, but occasionally
going from three to six mouths, dysmenorrhoea lasting
from half a day to a day, leucorrhœa and depression of
spirits. She was wearing a pessary when she came to
me, but 1 found the uterus retroflexed over the top of
it, and apparently adherent. The right ovary was en-

larged and sensitive and prolapsed. She had consulted
one of the most eminent gynaecologists in New York,
who had advised removal of the tubes and ovaries.
After packing firmly for a month, although the uterus
was not thoroughly forward, a bulb pessary was intro-
duced, to be worn during the catamenia. This proved
so comfortable that she wore it all summer. In Sep-
tember the uterus was iu a position of right lateral
flexion, a position that I have often observed an ad-
herent uterus assume as it changes from a backward
position to the normal. Sometimes, as in this case, it
remains drawn to one side. In March, 1889, she mar-
ried, became pregnant iu June, and is now the mother
of three children.
Case IV. Miss M., thirty-three years old, had

been well until two years ago, when, after running a

heavy machine, she began to suffer with a feeling of
pressure and darting pains in the rectum, and a feeling
of heat in the lower part of the back. She also suf-
fered from leucorrhœa. She was unable to work on
account of the pain in her back. 1 first saw her Octo-
ber 18, 1892, and found the uterus retroverted and
tightly bound down by adhesions, some of which,
especially on the right side, could be felt as strong
bands. Three weeks' treatment by firm packing and
raising the uterus manually brought the uterus into
fair position, though one strong band of adhesion on
the right failed to give way. A cushion-pessary was
introduced, and by Jauuary she was able to resume
work. She still is wearing the support, and there is
steady improvement in the mobility of the fundus, and
the adhesions grow more defined and thinner.
These cases may, perhaps, be considered typical of

the class in which I have found the treatment I have
outlined of benefit. As I said at the outset, there is
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no new principle involved, but possibly the particular-
application of these various remedial agents may be
suggestive. It will, at any rate, emphasize what may
be called the conservative way of looking at the treat-
ment of pelvic inflammations and their results.

-^-

THREE CASES OF OCCLUSION OF THE SUPE-
RIOR MESENTERIC ARTERY.1

BY W. T. COUNCILMAN, M.D.,
Shattuck Professor of Pathological Anatomy. Harvard University;

Pathologist to the Boston City Hospital.
The cases which I present to-night are not only in-

teresting in themselves, but show the tendency of rare
pathological conditions to occur in groups. All of the
autopsies were made within the last two weeks, and
they are the first specimens of the sort which I have
seen for a number of years.
Case I. The first specimen which I shall show

comes from an autopsy made for Dr. J. L. Hildreth.
The clinical history of the case is as follows :
Mrs. X., aged eighty-five. Although feeble for a

number of years, the general health was fairly good
with the exception of attacks of bronchitis at intervals.
Twelve days before death she had not been feeling
well, and went to bed somewhat earlier than the usual
hour. She was not able to sleep, and called an at-
tendant at ten complaining of pain in the bowels. The
pain became more intense, and Dr. Hildreth first saw
her at 2 a. m. At that time she was restless, com-
plained of intense pain in the bowels ; pulse 70. No
physical signs could be made out either in chest or ab-
domen. The pain was referred vaguely to the right
iliac fossa. An opiate was administered, and repeated
until pain was allayed. In the morning the pain re-
turned in the same place. A large enema was given,which produced no results. There was no passage of
flatus from the bowels. The abdomen became more

distended, and the pain seemed localized in the right
iliac fossa. At the end of the third day the condition
continued the same. No vomiting. The temperature
1° sub normal. Dr. Marcy, of Cambridge, saw patient
in consultation on the fourth day. Diagnosis made of
complete obstruction of bowels. An operation was

suggested, but uot urged. All of the symptoms con-
tinued until the seventh day when the temperature
was 2J° sub-normal. From this point the temperature
gradually arose, and before death reached 2° above
normal. Vomiting commenced on the fourth day be-
fore death, finally becoming faecal. The pulse became
quicker and weaker, and death took place twelve
days after the first attack.
At the autopsy the abdomen was greatly distended.The intestines were enormously distended and some-

what congested. In the lower lobes of both lungs and
in the posterior portions of the upper lobes there were
numerous areas of consolidation. The pleura over
these portions of lung was covered with a fine fibrinous
exudation. The consolidation in the upper lobes had
a distinctly lobular distribution. In the lower lobe of
the left lung the consolidation was more extensive, but
here, also, was apparently produced by the confluence
of smaller foci. There was extreme fatty degenera-
tion and atrophy of the heart and extensive atheroma-
tous degeneration of the aorta. The heart was per-
fectly flaccid and so soft that the finger could be thrust

1 Specimens of these cases were shown at a meeting of the Boston
Society for Medical Improvement.

through the ventricle at any point. The entire ab-
dominal aorta was covered with flakes of calcification.
On these rough, calcified plates there were numerous
thrombi. The most extensive thrombus was on the
anterior surface of the aorta just above the origin of
the superior mesenteric, and almost completely oc-
cluded the opening of the artery. The thrombus ex-
tended for a very short distance into the artery, but
the artery itself was free from both emboli and
thrombi. The small intestine was greatly distended,
and in places there were a few small ecchymoses ; but
there was neither intense congestion nor at any point
complete infarction.
Iu this case it seems probable that the partial occlu-

sion of the artery by the thrombus in the aorta was, in
the weakened condition of her circulation, sufficient to
cause entire paralysis of the bowel and obstruction
from this reason.
Cultures made from the tissues gave pneumococci in

the consolidated portions of the lung, in the spleen
and in the liver. In all of the organs colon bacilli
were found.
Case II. The clinical history of this case, of which

the heart, aorta and mesentery were shown, is this :
R. T., aged sixty-one. Entered hospital January

19th. Complained of pain in left foot and aukle. The
parts were much swollen, cold and blue. Three days
afterwards the right foot showed the same process.
Two days before death complained of pain in abdomen,
pulse gradually sank and death took place.
At the autopsy the intestines were found enormously

distended. The peritoneum was covered with a fi-
brino-purulent exudation, which in places produced a

slight adhesion of the loops of the intestine. Pockets
of pus were here and there found between the adhe-
rent loops of intestine. The entire small intestine was
deeply injected and in the jejunum for a distance of
about sixty centimetres the wall was greatly thickened
and haemorrhagic. In endeavoring to discover the
cause of the peritonitis all the ordinary sources could
be excluded. There was no evidence at any point of
intestinal perforation. The mesenteric artery, how-
ever, was seen to be completely occluded by a throm-
bus about half-way between its origin and the intes-
tine. This thrombus was firmly adherent to the wall
and was totally occlusive. Beyond the thrombus there
was a short space in the artery which was filled with
a soft, dark coagulum, and further up, just opposite
the area of intestine which shows the haemorrhagic in-
farction and at a point in the artery where three
branches are given off together, there was another
thrombus which was also firmly adherent. On opening
the intestine it was seen that on the mucous surface, in
addition to the infarction, there were areas of distinct
necrosis — some of these areas passing through the in-
testine. The source of the thrombus masses in the artery
was evident from an examination of the aorta just above
the heart. Here a roughened, calcified plate on the
intima of the artery was 6eeu, and adherent to this was a
large thrombus. The thrombus in the aorta was evi-
dently of a rather old date. In the kidney and in the
spleen there were numerous infarctions produced by
emboli. Some of these infarctions were anaemic, others
haemorrhagic. In some of them there was organiza-
tion of the anaemic territory with cicatrization.
In both lower extremities, more marked on the right

side, there was gangrene extending nearly up the knee.
No line of demarcation as yet produced. The parts
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